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The Influence of Pharmacist Training on The Safeguarding of Children; a City based study 
Abstract 
Introduction: Community pharmacists are in a unique position to encounter children visiting the 
pharmacy, which means they are potentially able to catch signs or instances of child abuse and neglect. 
The aim of this study is to establish the influence of training programs that pharmacists undergo on their 
understanding and knowledge regarding safeguarding issues and referral processes, to better manage 
the situation if it were to arise. 
Methods: A 15 question survey was used to collect data from community pharmacists around the area 
of Cardiff, United Kingdom, regarding the safeguarding of children. The questionnaire explored 
community pharmacist’s judgement on various aspects of the maltreatment of children, including the 
influence their training has on their outlook and behavior towards child safeguarding.  
Results: Overall 72.8% (n=91/125) deemed their training adequate enough to aid them in safeguarding 
children. An average score of 8/10 for pharmacist knowledge and 7.7/10 for confidence was recorded  
for knowing when to refer a suspision of a safeguarding issues. The correlation of knowledge and 
confidence was statistically significant (p˂0.01). However, knowledge and confidence of where to refer 
a safeguarding issue was only 7.0/10 and 6.9/10 respectively. Only 20/125 pharmacists had referred a 
safeguarding concern.  
Conclusion: It is apparent that the training for pharmacists regarding the safeguarding of children needs 
to be improved. The application of advanced pharmacist training and the opportunity to include the 
teaching of safeguarding issues into universities offers positive benefits regarding pharmacists’ 
knowledge and confidence towards the handling, management and reporting of child maltreatment.  
Keywords: Pharmacist; Safeguarding Children; Training, Prevention; Child Maltreatment; Confidence; 
knowledge. 
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Introduction 
 The safeguarding of children (SGC) is defined as the action taken to support the wellbeing of 
children to protect them from abuse or neglect.1 All individuals, including healthcare professionals 
(HCPs) such as pharmacists, dentists, doctors and nurses, have a responsibility to report signs or 
suspicions of maltreatment. This is especially important when working with children and families and 
being vigilant when reporting suspected cases of child maltreatment.2 However, the reporting of 
maltreatment is still very rare, despite the common knowledge that violence against children has 
reached epidemic levels.3 Nevertheless, in recent years, statistics have shown an increase in 
willingness to pay attention and take notice of children as victims of abuse and initiate the prosecution 
of the perpetrator involved.4   
 The role of community pharmacists, especially in their natural working environment, places them 
in a unique position to detect signs of neglect and abuse. A pharmacist’s role includes supervising the 
supply of medication and ensuring it is within the law, responding to presenting symptoms as well as 
answering questions of patients.5 Pharmacists also have the advantage of encountering children with 
their family who visit the pharmacy. If there is an evident shift in behavior from child or guardian, this 
can alert the pharmacist to be a sign of a safeguarding issue. Information has been published in the 
United Kingdom (UK)6 which places emphasis on the specific responsibilities that HCPs should possess 
in these situations, such as talking to family members privately and referring them to their family doctor 
if they are having trouble handling their child, or even referring them to their local safeguarding children 
board (LSCB) when there are clear and evident signs of abuse.7 Yet, it has been reported that some 
HCPs feel nervous to raise concerns regarding the abuse of children, for reasons that include wrongfully 
blaming a guardian or carer of abuse, and fear for personal safety.8 The safeguarding of children is of 
paramount significance and should always be a HCPs main priority, due to children having the right to 
be protected from violence and to be kept safe. Irrespective of their role or doubts, HCPs have a duty 
to safeguard children from malevolence. The intercollege safeguarding training competencies equips 
them for this task.9 All pharmacists must be able to recognize the different signs and actions of abuse, 
for this will aid them in making a suitable decision in how to handle a situation of child maltreatment if it 
arises.   
 Child maltreatment (abuse) is the sexual, emotional and physical mistreatment or neglect of a 
child. The four main categories of child abuse are as follows; neglect, physical abuse, emotional abuse 
and sexual abuse.10 The failure to equip the safety, supervision, shelter and nutritional requirements of 
a child is characterized as neglect. This failure can be; educational, e.g. failing to enroll a child in school, 
physical, e.g. lack of health care and inadequate supervision or emotional, e.g. neglecting the child’s 
desire for affection and psychological care.11 Physical abuse covers any injury that is inflicted on a child 
by their guardian or carer in an intended manner, which entails hitting a child with hands, various 
objects, punching, kicking, choking and many more.12 Emotional abusers tend to ignore, terrorize, 
isolate and reject their victims.13 Children who experience sexual abuse are considered to have suffered 
sexual acts at the hands of their abuser, such as intended or attempted intercourse, exposure to adult 
sexual activity or even used for the means of child prostitution. Their sexual abuser could be an adult 
as well as an older child.14  
 Special care is applied during the supply of medicinal products from a community pharmacist, to 
ensure safety and appropriateness. This is especially the case for over the counter (OTC) drugs for 
children. A refusal for the requested OTC medication must be implemented by the pharmacy team 
where rational grounds of suspicion for drug abuse is present.15 UK Pharmacists follow professional 
standards that state you must use professional knowledge and confidence to refuse the supply of 
medication you believe is being misused. An example of a product that is regularly abused is sedating 
antihistamines e.g. Promethazine or Chlorphenamine.16 The misuse of analgesics, such as paracetamol 
and codeine (Co-Codamol), drugs for cold remedies and psychotropic drugs were among the drugs 
reported in 1439 cases of children maltreatment between 2000 and 2008.17 These drugs can only be 
purchased from registered pharmacies, so a pharmacist could intervene and refuse a sale if needed. 
Pharmacists are urged to report every concern to the relevant health professional, as there may be 
ongoing concerns from neighboring pharmacists simultaneously. This could then help promote a better 
understanding of the situation related to specific families.18  A UK charity known as the National Society 
for the Prevention of Cruelty to Children (NSPCC), has predicted that 500,000 children or more are 
abused across the UK every year, which is a substantial concern.2  
Every pharmacist in the UK needs to undergo training for the safeguarding of children to learn how 
to protect a child’s health and wellbeing. Mandatory training of pharmacists in the UK was introduced 
as part of the National Health Service regulations in 2005, to ensure pharmacists and their staff were 
aware of local safeguarding procedures and the local reporting arrangements. One of the biggest 
providers in England for the safeguarding of children training is The Centre for Pharmacy Postgraduate 
Education (CPPE).19 In Wales, CPPE are known as Health Education and Improvement Wales (HEIW). 
Pharmacists are also able to complete their training for the safeguarding of children through their 
employer, or other providers.  
In recent years, the safeguarding of children has become the forefront of concern in a child’s 
wellbeing throughout their childhood along with their physical and emotional health. Regarding 
pharmacists and their training for the safeguarding of children, there is finite research available to guide 
them in throughout their careers, with minimal publications available.  
The aim of this study is to establish what influence the training programs that pharmacists undergo 
for the safeguarding of children has on their knowledge of safeguarding issues and their confidence 
and understanding of the referral process, to better manage safeguarding issues if they were to arise.  
Methods 
A survey was used to collect firsthand data from community pharmacists. The survey was used to 
assess pharmacist’s personal perceptions towards the topic and how it affects their attitude towards 
this safeguarding issue. Cardiff, Wales, was the city chosen to conduct this study for both purposive 
and convenience sampling, due to an article stating that the relationship between adverse childhood 
experiences and stressors were linked to more hospitalizations and doctor visits in Wales compared to 
England in the past year.20 
No previously validated survey could be found, so a questionnaire was created to address the 
stated aims and follow an inductive process. The questionnaire was piloted to community pharmacists, 
randomly chosen, across 5 pharmacies within Cardiff for face validity and feedback intentions. No 
changes were made due to participating pharmacists mentioning there was no reason to change any 
aspect of the questionnaire as it was clear as to what was being asked. Potential participants were 
given a survey of 15 questions which was separated into different areas of safeguarding such as; the 
training they have undertaken for the safeguarding of children, which included tick box, Likert–type 
items, matching and open-ended and closed-ended questions, their understanding of safeguarding and 
how their training has aided them in their work. Pharmacists were asked to match the correct action of 
abuse to the corresponding type of abuse, which fell under the 4 different categories of abuse; physical 
abuse, emotional abuse, sexual abuse and neglect.21 Demographics of gender and years qualified were 
obtained.   A copy of the questionnaire can be found in the appendix. 
Implied consent was given through completion of the questionnaire. The survey was targeted at 
community pharmacists in the area of Cardiff. There is a total of 92 community pharmacies in Cardiff 22 
and a minimum of two pharmacists were assumed to work at each pharmacy, from previous workforce 
data. Using the Raosoft sample size online calculator, http://www.Raosoft.com/samplesize.html/ 
based on 184 pharmacists, the minimum sample size of pharmacists to gain responses from the 
questionnaire to was 125.23 This would achieve a 95% confidence level in the results, estimating the 
proportion of participants that possess the inclusion criteria relevant to the study, and minimize margins 
of error in the received results, assuming normal distribution of data. 95% was chosen, as higher 
confidence intervals would require larger data sets. Data collection took place between January and 
March 2019. All pharmacies were visited in person by the researcher to hand out the questionnaires to 
pharmacists present. The researcher waited in the pharmacy for any completed questionnaires. The 
researcher then asked how many other pharmacists work in the pharmacy and then left the respective 
amount of questionnaires for pharmacists not present to complete, and returned at an agreed later date 
to collect them. 
All quantitative data collected from the questionnaire was logged into SPSS software for statistical 
analysis. (IBM Corp. Released 2017. IBM SPSS Statistics for Windows, Version 25.0. Armonk, NY: 
IBM Corp.)  
Descriptive statistics were run on all variables and association between predefined independent and 
dependent variables. Results were deemed statistically significant when p ˂0.05. For the analysis of 
Likert-type item questions, knowledge, confidence and understanding were examined based on 
different pharmacist attributes, and a mean score was calculated from the results to aid comparison of 
scores. For qualitative data content, analysis was used to identify how many times an outcome was 
mentioned. 
This work was ethically approved by the University ethics committee. 
Results  
The number of responses received was 125, thus achieving a 95% confidence interval of the 
sample size. All pharmacists who participated answered all questions in the questionnaire. Female 
pharmacists accounted for 65% (n=81) of responses, and 39.2% (n=49) of pharmacists answered that 
they have been qualified for 5-10 years.   
Details of Training 
When pharmacists were asked how long it had been since they last underwent training for the 
safeguarding of children, 53.6% (n=67/125) had completed their training within 6 months of completing 
the questionnaire and training had been completed online by 77.6% (n=97/125) of pharmacists. Over 
three quarters of the pharmacists surveyed had completed their training with CPPE or HEIW. Full results 
regarding details of training are included in table 1. 
TIME SINCE THE LAST SGC TRAINING RESPONSE (n=125) 
Less than 6 months 53.6% (n=67) 
Less than 1 year 37.6% (n=47) 
Less than 2 years 8% (n=10) 
More than 2 years 0.8% (n=1) 
HOW PHARMACISTS UNDERWENT THEIR TRAINING RESPONSE (n=125) 
Online 77.6% (n=97) 
Face-to-face 15.2% (n=19) 
Assessment (internal SGC training and examination by provider) 7.2% (n=9) 
PROVIDER OF TRAINING RESPONSE (n=125) 
HEIW 52% (n=65) 
CPPE 24% (n=30) 
NHS Trust 12.8% (n=16) 
National Governors Association 4% (n=5) 
Tesco 4% (n=5) 
Skills for Health 1.6% (n=2) 
Royal College of Pediatrics and child health 0.8% (n=1) 
Safeguarding Children’s board  0.8% (n=1) 
Table 1 Training details 
 
Training and its Influence on Pharmacist Knowledge, Confidence and Understanding 
Most pharmacists, n=91 (72.8%), felt satisfied with their training. When looking at knowledge and 
confidence, full results can be seen in table 2. The correlation of knowledge (8/10) and confidence 
(7.7/10) on knowing when to refer, and also knowing who to refer to (knowledge=7/10; 
confidence=6.9/10), is statistically significant (p˂0.01). The minimum figure chosen on the Likert-type 
item was 3/10 for both questions.  
When considering gender and pharmacist’s confidence, no significance was found (p>0.05; 
female: mean=8.1(SD=1.09); male: mean=7.8(SD=1.10)), in the ability to spot signs of child 
maltreatment. Likewise, when correlating pharmacist confidence regarding when to refer and gender, 
female pharmacists scored considerable higher at 84% (n=27) than male pharmacists (15%, n=5) 
scoring their confidence 9 out of 10, with overall mean scores being 7.5/10 (SD=1.12) for males and 
7.8 (SD=1.11) for females. Considering whether the amount of years a pharmacist has been qualified 
has an impact on their confidence in refusing OTC medication, results showed a strong non-significance 
(p>0.05). Overall in the Likert-type item question 95 pharmacists scored 9 or 10 out of 10 for confidence 
in refusing a sale with increase in confidence increasing with length of qualification, with 11/19 (58%) 
of those qualified less than 5 years scoring 9/10 or above, compared to 100% (n=6/6) in those qualified 












Knowing when to refer on the first instance 
of suspicion of maltreatment of a child 
8.0 1.1 7.7 1.1 
Knowing who to contact or where to visit 
for the referral of child abuse 
7.0 1.6 6.9 1.5 
Refusing a purchase of over the counter 
medication if you suspect drug abuse 
towards children 
8.7 1.2 9.0 1.1 
Ability to suspect signs associated with the 
maltreatment of a child 
Not asked  7.9 1.1 
How effective training was to aid 
recognizing different signs of abuse in 
children 
Not asked  7.9 1.1 
Table 2 Knowledge and confidence of pharmacists 
 
More than half of participating pharmacists (n=68, 54.4%) stated that their training was sufficient 
with no need for any improvement. However, for those who stated improvements were needed, when 
asked to give reasons for this a mixture of reasons was given. The most frequent comment asked for 
more frequent face-to-face training (n=20,16%) and the second most common comment was that the 
safeguarding of children should be introduced to students during their pharmacy degree (n=10, 8%). 
Full results can be seen in table 3. 
Theme of comment Number of 
responses 
More frequent face-to-face training needed, in the form of workshops or seminars. 20 
SGC should be introduced to students completing their pharmacy degrees 10 
Training needs to be updated as it is repetitive 8 
More emphasis needed on who to contact and how to complete a referral 6 
Inclusion of more real-life scenarios 2 
Separate training sessions depending on the amount of years of qualification 1 
Table 3 Suggestions to improve the training of safeguarding training 
 
Understanding the Issues Related to the Safeguarding of Children  
Only n=31 (25%) of pharmacists were able to correctly match actions to the correct single-specific 
category of abuse. Pharmacists who may have matched the correct action of abuse to the correct 
category of abuse, also selected multiple other categories, showing the uncertainty of n=94 (75%) 
pharmacists on what action of abuse belongs to what category of abuse.  
As seen in Table 2, knowledge and confidence regarding OTC drugs that have potential for abuse 
were 8.7 and 9 respectively. Analysis showed that n=46 (36.8%) pharmacists have refused the 
purchase of OTC drugs.  Of these 46, antihistamines had been refused on 24 occasions (50%). Named 
antihistamines included Promethazine and Chlorphenamine. The next class of drug that is most 
frequently refused at purchase is pain medication, with Co-Codamol being noted repeatedly (n=12/46, 
9.6%).  
Understanding of Referral Processes 
Upon asking whether pharmacists have ever initiated a referral due to a suspicion or evident signs 
of child maltreatment, most pharmacists (84%, n=105) noted they have not. Of the 20 (16%) 
pharmacists who had referred an incident of child maltreatment 85% (n=17/20) had only referred once 
in the past year and 10% (n=2/20) had referred twice. Of the referrals, 19 out of 20 were regarding 
abuse of OTC drugs. Results for the rate of referrals completed depending on gender differences for 
child maltreatment (14 female, 5 male) indicated non-significance, p>0.05. Within the study, out of the 
total n=20 (16%) pharmacists that responded ‘yes’ when asked if they ‘have ever initiated a referral due 
to suspicion or evident signs of maltreatment towards children’, 25% (n=5) of that total were male 
pharmacists compared to that of female pharmacists (75%, n=15). 
Discussion  
Findings from this study show that pharmacists are undertrained in the area of safeguarding of 
children. Although personal perception may show high statistical results from the questionnaire 
regarding pharmacists’ knowledge and confidence regarding what signs and OTC drugs to look out for 
in child maltreatment, there is missing knowledge regarding the appropriate teams they need to reach 
out to if an alert needs to be raised. 
Training and its Influence on Pharmacist Knowledge, Confidence and Understanding  
When looking at training and its influence on pharmacist perceptions, if trained correctly, 
pharmacists can connect their increased confidence in knowing how to deal with the safeguarding of 
children and apply it and heighten their confidence in acting upon that suspicion of child maltreatment 
to take the appropriate action. As also seen in this study, an article by Gao et al.24 investigated the 
relationship between ‘knowledge and attitude of HCPs regarding child maltreatment’. It concluded that 
HCPs presented an inadequate level of knowledge for determining possible child maltreatment cases 
especially that of sexual abuse cases. The diminished confidence and the stated confusion toward the 
referral process were determined as the major source of underreporting.  
Most pharmacists felt that their training was adequate to equip them with the right knowledge to 
safeguard children. There may be a need for a variety of different choices as to how pharmacists can 
undergo their training for the safeguarding of children. Although online was most prevalent for 
completion, face-to-face training was asked for. The future for pharmacist training regarding the 
safeguarding of children has room for improvement. The safeguarding of children is one aspect of 
healthcare that is imperative to all HCPs but there is an insufficient amount of research, support and 
guidance available to them. By incorporating workshops with interactive simulations may enhance the 
confidence and knowledge of what process pharmacists need to follow when handling this issue. 
Encouraging others such as local authorities, LSCB’s, other HCPs and even primary schools to be 
involved in this improvement in training can bridge that support, understanding and affirmation 
individuals may need to feel confident undergoing the appropriate actions against child abuse and 
neglect.  
Introducing the issue of child safeguarding and incorporating it into pharmacy practice throughout 
a student’s university degree could increase a pharmacist’s ease in handling the issue in the future. 
Workshops for newly qualified pharmacists could be separated from qualified pharmacists, to erase any 
intimidation they may feel due to being under taught in the subject to strengthen their confidence on 
this issue.  
Understanding the Issues Related to the Safeguarding of Children  
The statistically significant correlation before knowledge and confidence in knowing when and who 
to refer to when abuse is suspected, highlights the direct effect between pharmacist knowledge and 
their own personal confidence in who to contact for situations regarding child maltreatment.  
Expanding on a study by Kara et al.25 the relationship between gender, suspecting the signs of 
child maltreatment and knowing when to refer the maltreatment of a child were looked at in this study. 
When considering gender and if pharmacists are confident enough ‘to suspect the signs associated 
with child maltreatment’, it was proven to be non-significant with a negative correlation between the two, 
so confidence in suspecting signs is not related to gender. However, in this study, results showed that 
a low number of male pharmacists were confident and knowledgeable enough to suspect signs of child 
maltreatment compared to that of females, with no significant difference. Therefore, concerning their 
differences, where females excel in initiating referrals and suspecting signs and instances of child 
abuse, males fall behind. It is evident not only from the Kara et al.25 study but from this study as well, 
that there is a vast difference in confidence and knowledge in gender roles regarding the safeguarding 
of children. Cockerill et al.26 published an article presenting information that female pharmacists devote 
a great deal more time on childcare activities in contrast to their male colleagues, as well as committing 
more time to be in direct contact with patients. Although this supports the analysis of females being 
more attentive on a day to day basis due to them imposing the importance on the psycho-social aspects 
of their careers, it is also right to hypothesize that the stark difference in figures between male and 
female could feed from the fact that currently, females dominate over males in the profession of 
pharmacy with females accounting for 69.1% of community pharmacists, according to an article 
published by Janzen et al.27 Regardless of this statistic, research into why male pharmacists are less 
confident in their role to safeguard children should be done, to give male pharmacists the confidence 
and knowledge needed to feel at ease initiating referrals regarding child abuse and recognizing 
instances of child abuse.  
Demographics in the questionnaire did not include ethnicity. However, if it was included, the 
difference between ethnicity and the attitude towards recognizing which abuse belongs to what category 
of abuse could have been analyzed. The importance of emphasizing this matter is not to discriminate 
towards pharmacists of different ethnic backgrounds, it is so child negligence and maltreatment does 
not go unreported in these ethnic groups due to their own personal cultural backgrounds and beliefs. 
Raman et al.28 aids this theory by explaining that HCPs who work closely with children daily, find it 
challenging to converse with children’s parents from linguistically and culturally diverse groups. 
Specifically, these HCPs found it difficult to explore and resolve the tension between the meaning of 
child abuse and neglect concerning the child-rearing and diverse cultural practices. The influx of 
immigration in the latter half in the 20th century29 has altered the dynamic of cultural and ethnic societies 
across the western world. The influence and relationship within multicultural societies to understand 
and identify child abuse and neglect can be testing and complex, so this could be an aspect that is 
introduced in pharmacist training for the safeguarding of children where applicable.  
Understanding of Referral Process 
Regarding gender differences in the rate of referrals for child abuse and neglect, this study showed 
no gender difference. However, females were more inclined to initiate a referral compared to men in a 
previous study published by Kara et al.25 that presented evidence that when confronted with suspicions 
or cases of abuse, female HCPs (majority being married, p < 0.001) had a higher degree of knowledge 
on how to handle the situation and commence procedures of legal notice and referral. Bearing in mind 
that an estimated 250,000 to 350,000 children are living with drug users in Wales and England,30 the 
number of referrals relating to the suspected or inappropriate use of OTC drugs in the past year was 
not surprising. Where pharmacists lack knowledge and confidence in the safeguarding referral 
procedures, they excel the types of OTC medication that warrant the refusal of purchase as well as 
refusing the purchase of certain OTC medications. Knowledge for OTC medications and confidence in 
refusal of purchase revealed a significant trend. Even though pharmacists have the knowledge and 
confidence about certain OTC medication that warrants refusal of purchase, and are prepared to refuse, 
it may be other implications within the referral process that is stopping them following through with legal 
proceedings, such as the fear of falsely claiming the abuse of a child. In addition, their confidence to 
‘initiate a referral when knowing the appropriate institutions to refer the abuse of a child’, is also directly 
affected by this decrease in knowledge. Again, the two variables were statistically significant. Overall, 
it shows that when pharmacists possess low levels of knowledge about appropriate institutions to refer 
a suspicion or instance of child maltreatment to, the amount of unreported cases of child maltreatment 
increases. Additionally, pharmacists possessing a low level of confidence fuels this increase in 
underreporting, as they do not believe themselves fully equipped to deal with the safeguarding of 
children as well as in who to contact.  
Pharmacists in this study mentioned that any reluctance they may have to refer child abuse and 
neglect is on the basis that their suspicion of abuse may be a false claim and were worried what the 
repercussions may be. Kuruppu et al.31 released a publication which mentioned HCPs reluctance to 
refer is down to their ‘emotions of fear and guilt and the impact this could have on the HCP – patient 
relationship’. Pharmacists’ guilt was based on possibly causing parents to deem themselves as ‘bad 
parents’ and their fear was based on parents finding out about the report. Additionally, regarding a 
pharmacists worry about making a false claim, Kuruppu et al.32 also stated that pharmacists who fear 
this often claimed they required evidence of more serious harm before initiating a report. However, the 
law states that for a report to be initiated, a suspicion of child maltreatment alone is enough to warrant 
this, and a collection of evidence is not required from the HCP. Even if HCPs who have raised a concern 
which subsequently turns groundless, they can justify their decision by having acted on the assumption 
of reasonable belief and having gone through the relevant legal proceedings. 
The study results show limited knowledge of types of abuse. Where answers were given, this could 
be because their answers are relative to the experience and personal knowledge they personally have 
experienced in their working lives.  
Limitations of this study include that it was conducted in the area of Cardiff meaning the results 
are not from a broad representation of pharmacists’ experiences. In addition, only a small sample was 
received, which did not achieve the wanted sample size.  A broader area could be chosen to repeat this 
study to get this wider range in results. Also, a section relating to the specific areas that participating 
pharmacists work, could have been added to the questionnaire to understand whether their confidence 
alters based on location of work. Ethnicity of responders was also not recorded. Future work could 
compare answers in different areas, along with different countries to identify whether different legislation 
in various countries affects perceptions and results. 
Conclusion 
From the results of this study, it is evident that the training for the safeguarding of children for 
pharmacists needs to be reformed. With finite research studies done on the safeguarding of children, 
this study is the first of its type found to be geared specifically towards how pharmacist training impacts 
the safeguarding of children. Due to this, is was difficult to validate findings within the results of this 
study. The application of advanced training related to child safeguarding has shown to result in positive 
benefits regarding pharmacist knowledge and confidence for recognizing, planning, acting on, reporting 
and managing obstacles in this safeguarding issue. There may be barriers that restrict the success of 
improving pharmacist training such as the lack of funding and a shortage of volunteers to help with 
interactive workshops. Nonetheless, for pharmacists to succeed in promoting an increase in referral 
rates for child maltreatment, the different practice techniques, as mentioned above, should be 
implicated in future training, as well as the furtherment of newly introduced programs and standards to 
pharmacy students within universities.  
It is imperative, not only for the safety of children but for the commitment pharmacists have in the issue 
of child safeguarding, that more research and training implications are made for this safeguarding issue 
to reach future success.    
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 Questions used during this study 
1. When was the last time you received any training regarding the safeguarding of children? 
2. How did you undergo your training? 
3. Please state the provider for your training 
4. Have you ever initiated a referral due to suspicious or evident signs of maltreatment towards 
a child/children 
5. How many referrals regarding the abuse or neglect of a child have you initiated in the past 
year due to suspected cause or inappropriate over-the-counter-medication purchases? 
6. Have you ever refused purchase of over-the-counter drugs to patients when you have 
suspected drug abuse towards children? 
7. Please state which drug or class of drug you refused purchase 
8. Do you think the training you underwent for the safeguarding of children was adequate to 
personally feel comfortable while initiating the referral process? 
9. On a scale of 1 to 10 (1 being the least and 10 being the most), how knowledgeable do you 
feel: 
• To know when you should refer a suspicion of child maltreatment? 
• About who to contact, to alert your suspicion of the abuse of a child? 
• On the types of cover the counter medication that warrant the refusal of purchase, if 
you suspect drug abuse towards children? 
10. On a scale of 1 to 10 (1 being the least and 10 being the most), how confident do you feel: 
• That you can suspect signs associated with the maltreatment of a child? 
• About knowing when to refer the maltreatment of a child? 
• Knowing who to refer to, to alert the abuse of a child? 
• Making a referral when you know the appropriate service to refer to? 
• To refuse the purchase of certain over the counter medication (e.g. antihistamines) 
if you suspect it is being used towards the abuse of a child 
11. On a scale of 1 to 10 (1 being the least effective and 10 being the most effective) how 
effective do you think your training has been to aid you in recognizing the different signs of 
abuse in children? 
12. Please match the type of abuse (physical, emotional, sexual or neglect) with the following 
actions. You can match more than one actions to a category of abuse. 
• Starving a child 
• Poisoning 
• Forcing inappropriate activities 




• Impaired health of child 
• Inappropriate touching 
13. As a pharmacist, do you think your training was sufficient to tackle the issue of safeguarding 
children and do you have any suggestions as to how it could be improved or made more 
relevant?  
14. What is your gender? 
15. How long have you been qualified as a pharmacist? 
 
 
